Background: Primary care physicians (PCPs) provide~50 % of all mental health services in the U.S. Given the widening gap between patient mental health needs and resources available to meet those needs, there is an increasing demand for family medicine and psychiatry trainees to master competencies in both behavioral medicine and primary care counseling during residency-if for no other reason than to accommodate the realities of medical practice given the oft present gap between the need for psychiatric services and the availability, quality, and/or affordability of specialized psychiatric care. To begin to address this gap, a skills-based, interactive curriculum based on motivational interviewing (MI) as a teaching method is presented.
Background
The global burden of untreated mental, neurological and substance abuse disorders is well documented in the literature as is the discussion of gaps in resources and treatment with neuropsychiatric disorders surpassing other disorders as the number one cause of disability [1] [2] [3] . The problem and scope of unmet mental health needs in the current health care delivery system is complex and multifactorial and beyond the scope of this paper to detail in earnest. One key aspect however, as cited in a recent World Health Organization (WHO) publication, involves primary health care doctors not being properly equipped to manage mild and moderate mental disorders [2] .
Family medicine and psychiatry residency programs (among others) collectively struggle to optimally train physicians to meet the burgeoning mental health need in this country. In psychiatry residency training, a few contemporary issues discussed in the literature include, 1) training adequate numbers of residents to meet the needs of the population [4] , 2) an evolving dominance of psychobiologic over psychodynamic influences on education and practice [5] [6] [7] , and 3) the need for institutional support for psychotherapy training, particularly in light of recent residency review committee (RRC) for Psychiatry requirements to demonstrate competency in psychotherapy [8] .
Several studies have estimated that primary care physicians (PCP) provide almost half of all mental health services in the United States [9] . Patients with mental health problems are more likely to present with somatic complaints than with psychological/emotional symptoms to their PCP [1] . Counseling provided by family physicians has been shown to be both efficient and cost effective [9] [10] [11] and is the recommended starting point in a stepped-care approach [12] . In addition to providing help to patients with problems like depression and anxiety, family physicians routinely provide counseling to promote lifestyle changes such as smoking cessation, medication adherence, healthy diet and regular exercise [11, 12] . The rates of chronic illness and disease related to health behaviors are on the rise among the US population, underscoring the need for effective counseling skills. This need is enhanced by recent trends in the field of Psychiatry with fewer medical students choosing psychiatry for residency, smaller numbers of practitioners, changes/shifts in state and federal equiparity to support provision of mental health/psychiatric services by psychiatrists, and perceived stigma by patients who are often more willing to visit with their PCP than a psychiatrist. If this trend continues, the burden on PCPs to be a point of access for patient for behavioral, mental, and emotional needs will only increase.
Despite the critical population need for primary mental health care, research shows that primary care residents frequently lack counseling skills and the confidence to apply them [13, 14] . Time limitations and challenges arising from the health care delivery system are frequent barriers mentioned in the literature [14, 15] . Resistance/ ambivalence from learners to behavioral medicine skills and topics is also commonly encountered by teachers. This "resistance" may be partly influenced by the broader culture and philosophy of medicine that continues to be steeped in a fragmented or dualistic vs. a cura personalis or whole person approach that is non-Cartesian. Resistance may also be a function of low self-efficacy/confidence in applying the skills being taught or perceived relevance to practice.
Both the American Academy of Family Physicians (AAFP) and the World Organization of Family Doctors (WONCA) recognize mental health care as a core aspect of primary care training [1] and practice [16] . Despite this recognition, mental health and psychiatry training in primary care residency programs varies significantly in quantity and quality [17] with concern being raised that many current teaching methods in behavioral health are ultimately ineffective in changing actual clinical practice patterns [18] . There is a paucity of published curricula on mental health care for PCPs in the literature. The few published reports to date have utilized a wide variety of content, methodology, and evaluation measures. Taken together, existing findings are tentative at best. However, according to Hodges (2001) , the variables that appear most critical are "duration of the intervention, the degree of active participation of the learners, and the degree of integration of new learning in the learners' clinical context [19] ." These authors further contend that existing evidence point to the need for ongoing, interactive and contextually relevant mental health training for PCPs. Despite the lack of empirical direction, residencies continue to struggle with the important issue of providing adequate training in mental health care/psychiatry in primary care. Findings from a more recent survey of program directors revealed that a vast majority desired more training in mental health care and psychiatry for primary care and recognized that PCP's should be ready and willing to treat more psychiatric conditions [17] .
A key finding from the research literature that has applicability to both family medicine and psychiatry residencies is that change in practice behavior(s) is largely determined by levels of confidence or self-efficacy [20] [21] [22] [23] [24] . In light of these data and concerns raised by national accrediting bodies, the need for innovative, empiricallydriven, interactive, and contextually relevant mental health training for primary care physicians is apparent [19] . In particular, the training to meet primary care mental and behavioral health needs must be delivered and utilize a process that will increase the likelihood of integration of those skills into clinical practice [18] , largely determined by residents' self-efficacy or confidence.
Methods

Pilot curriculum
To address the need for innovative training that would increase the likelihood of integration of skills into clinical practice, our team developed a four-week behavioral medicine block rotation (BMR) for second year family medicine residents grounded in the latest developments/ science in behavior change, using motivational interviewing (MI) as the basis for teaching. The key aim was to integrate the same MI processes into teaching that have been shown to help others change in clinical settings. This approach included content that was; 1) evidence-based, 2) contextually sensitive (applicable/relevant to actual clinical practice-authentic performance), and 3) engaging (learner centered). Motivational Interviewing has increasingly gained acceptance in primary care as an evidence-based, effective intervention for lifestyle changes, in particular as a brief intervention for substance abuse. A recent systematic review of MI training in primary care shows that the most frequent focus topic was diabetes, followed by counseling on alcohol and smoking. The studies reviewed showed heterogeneity in duration, focus and training methodology with overall favorable training outcomes [25] . Although the focus of this paper is on the block-rotation, this four-week experience is embedded in a three year longitudinal curriculum for family medicine residents and is beyond the scope of this paper to fully detail but is available upon request a . Motivational Interviewing is an evidence-based, patientcentered counseling approach to elicit behavior change [26] . It emphasizes respect, the use of a non-judgmental attitude, and support of self-efficacy. We translated these central skills and tenants of (MI) into a learner-centered teaching strategy emphasizing residents' strengths, personal choice and autonomy. The objective of using MI as a guiding approach to teaching was to increase residents' confidence/self-efficacy and thereby increase the likelihood of clinical behavior change using these skills in practice.
Learner-centered teaching implies flexibility in the content being delivered, an understanding of the context wherein the skills are being applied, and sensitivity to the developmental level or "place" of the learner. For example, some of the particular needs of the residents being taught in our program included; ability to integrate skills into a time-limited visit (i.e. 15-20 minutes), practice management issues (e.g., billing, coding, documentation), and the need for direct observation, modeling, and feedback in practice.
Process
On average, three to four residents participate in the BMR each time. The BMR is facilitated by a behavioralist and a family doctor. This multi-disciplinary team approach is intended to model collaboration and is a parallel process with residents collaborating with peers/colleagues and with patients as they provide clinical care.
Each week, a progressive set of skills with content determined to be of highest relevance to our learners (e.g, depression, anxiety, primary care counseling skills for behavior change) are covered. In week one, the focus is on general counseling skills and reflective listening; week two, health behavior change; week three, counseling for depression; and week four, counseling for anxiety. The objectives for each week of the rotation are listed in Table 1 . The process of delivering the content throughout these four weeks is fully immersed in the core tenants and approach of motivational interviewing including; reflective listening, assessing importance and confidence using skills, rolling with/coming along side resistance, and emphasizing autonomy and personal-choice.
To be clear, the significance of this approach is the use of MI as a teaching methodology throughout the four week rotation experience to facilitate residents' learning and behavior change clinically. At the same time, residents/learners are learning to use these skills to interact with and counsel their patients utilizing the same evidence-based approach.
Educational strategies
Educational strategies include: workshops, role/real-play exercises, standardized patient (SP) practice with feedback, and direct observation of residents by faculty in their continuity clinic, independent study, and a wellness project. For the wellness project, residents are offered a menu of ideas for health/well-being to which they add their own ideas. Each resident chooses a focus for themselves and time is allotted during the four weeks of the rotation for self-directed change. The wellness exercise/ project models the process of health behavior change counseling but more importantly gets the learners closer to the lived experience of patients working toward a change goal.
Facilitated workshops start with a presentation of the list of skills, discussion of the assigned readings, exploration of importance and confidence in applying those skills in practice, and elicitation of residents' perceived barriers and strengths for implementation. Role modeling through role play by the faculty is used to introduce the skills for each week.
Vignettes used for role-play are representative of common clinical presentations (often from residents' own practices) and are time limited (10-15 minutes) to simulate the actual counseling portion of clinical encounters. Each role-play is followed by a five-minute feedback session.
Residents interview two standardized patients (SP) each week with direct feedback from the SP and observing faculty. The SP cases have been designed to provide an opportunity to apply the specific counseling skills being covered each week of the rotation. In addition to the SP experience, residents are directly observed in their continuity clinics and receive feedback while seeing their own patients.
Assessment
To determine the residents' ability to translate concepts from the cognitive domain into behavior change in their clinical practice, we used an "authentic performance" assessment based on Miller's pyramid model of competence [27] (See Figure 1) . Residents' acquisition and demonstration of skills are determined through direct observation of role-play, simulated practice with standardized patients and through observation of their continuity clinic with their own patients. Using a coaching technique [28] , residents receive immediate feedback and opportunity to master each skill. To assess readiness to change, the residents rate themselves at the beginning and end of each week using importance and confidence scales regarding the implementation of the skills for that week. Importance and confidence scales are interviewing techniques used in motivational interviewing to assess and promote self-efficacy.
Thirty-nine residents have completed the curriculum to date. All residents have completed the rotation and have, based on the assessment previously described, demonstrated competency in the skills taught during the rotation. On average, residents' importance and confidence scores were collectively higher than before being exposed to the curriculum. Finally, residents have subjectively reported high satisfaction with the rotation. This educational project was presented to the Institutional Review Board (IRB) and exempted from review.
Results and discussion
In the style and spirit of MI, we present the following as general reflections and ideas for consideration and invitation to dialogue. The curriculum presented in this paper is an innovative working model for thinking about change in practice through the lens of an evidence-based approach to teaching, learning, and application. While MI has been applied broadly to various clinical populations and settings, it has not, according to our review of the literature, been applied as a model for teaching and facilitating behavior change among learners.
Feedback from our learners over the past several years is indicative of a positive shift in self-efficacy and confidence applying critical primary care counseling skills and counseling for health behavior change. In addition to residents self-report, our direct clinical observations corroborate the application of these skills in practice. The observed trend toward improved resident confidence/ self-efficacy is promising, yet has not been systematically evaluated empirically. Clearly it is important to continue the process of self-reflection, taking in the voices of our learners with more formal, systematic evaluative methods. Future research should include skill retention over the course of training and video observation of residents in clinic with formal coding metrics to measure presence of and fidelity to the skills being taught. Additionally, measures related to patient satisfaction, behavior change, and other outcomes/indicators of clinical effectiveness should be included.
Limitations
The curriculum described herein presents a small, albeit important step toward addressing the training gap in residency training programs. It is however a model based on limited self-report and informal observational data collected from one site.
Conclusions
As we consider the broader implications and connections to what we have presented, we can't help but feel we are "down a player." We teach, model, and practice in a collaborative, team-based environment and expect our learners to do the same as they move toward independent practice. Yet, we find ourselves lacking the kind of multi-disciplinary, collaborative relationship with Psychiatry that would add a comprehensiveness and richness to the approach. Others have called for a "more expansive paradigm of care that conjoins the primary care physician to act within a larger network." [29] The need for a shift in paradigm is not only important for provision of care but to the broader training environment of our learners. Future dialogue around these important issues of training and meeting the needs of the patients we serve is needed. Our hope is that there will be continued consideration of these topics and that discourse will lead to new paradigms shifts in how we prepare our learners to meet the demands that will be put upon them clinically as they move out of training.
Endnotes a The longitudinal curriculum and additional information about residents' self-evaluation and review of the rotation are available upon request. 
